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   Inside this issue: 
at a given time during the meeting.  To 
guide these six roles that participants 
assume during the meeting, de Bono uses 
six different-colored hats.  Until agen-
cies become familiar with this model, 
the facilitator may actually don hats of 
different colors to assist in making the 
session effective. 
 
When the meeting starts, the blue 
hat is used.  This is the ―managing‖ hat, 
used at the beginning and end of the 
meeting (occasionally at other times).  
Here the facilitator clarifies and de-
fines the problem, proposes an agenda, 
reminds participants of the ―hats‖ meth-
od, and may even remind people to think 
about thinking. 
 
Next, go to the white hat.  Here par-
ticipants can present ONLY objective 
and ―not in dispute‖ facts.  Data is pre-
sented with sources provided.  But opin-
ions/feelings of others (our customers, 
suppliers, stakeholders) are permitted 
since it is a fact that they feel the way 
they do about the organization. 
 
 After the facts are presented, the 
red hat emerges.  Here ONLY the emo-
tional context is allowed to be discussed.  
Here is where participants can respond 
to the data, the problem itself, what the 
data really means, etc.  Feelings or emo-
tions need not be justified.  Some par-
ticipants can state that ―I just think the 
call takers are not being thorough, caus-
ing us to verify far too much informa-
tion.‖  Here is where participants learn 
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 Author Al Pittampalli, a keynote 
speaker at the recent May 7-10 Society 
for Human Resource Management  
Conference here in Maine, talked about 
meeting effectiveness.  His emphasis 
was on decision-making, especially as it 
relates to solving problems.  While his 
talk was interesting, what was most in-
teresting to me was what he did not 
say. 
 
 In speaking with him after his talk, 
I questioned one of his pieces of ad-
vice.  His response led me to ask him if 
he was really not meaning to recommend 
Edward de Bono’s Six Thinking Hats  
model for leading efficient and effec-
tive problem-solving meetings.  He  
stated that he was but that time con-
straints had not permitted him to go 
into detail. 
 
 For those who are continuously im-
proving processes, resolving disputes or 
differences of opinion is crucial.  And 
doing so in half the time with better 
decisions is in itself a process improve-
ment. 
 
 So here is a very brief look at this 
wonderful model. 
 
 First, this model requires a knowl-
edgeable, skilled facilitator, especially 
as an organization is learning the meth-
od and building a habit to solve prob-
lems in meetings in this way.  It is a lin-
early-structured method that only 
―permits‖ certain kinds of discussions  
● Next Clinicals  
 
 June 21 
 July 19 
 August 16 
 
   Special points of 
interest: 
— Sam McKeeman, MeDAFS 
Cont’d. on p. 2 
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 Six Thinking Hats              (cont’d from p. 1) 
 
about other participant’s fears (rational or 
not), anger, suspicion, or even a values clash. 
 
 Next, the black hat is worn.  Participants 
can do ONLY reality checks, designed to keep 
the group from making mistakes, especially 
from bad thinking.  Here weaknesses in think-
ing are pointed out.  Poor interpretations of 
data are discussed.  People are urged to be 
cautious about jumping to conclusions or using 
faulty logic/non-critical thinking.  One fre-
quently asked question is, ―Is what you say 
consistent with our general past experience?‖ 
 
 After the reality check of the black hat, 
the yellow hat emerges.  ONLY hope and opti-
mism can be expressed here.  Participants are 
encouraged to show a way out of the prob-
lem/issue, why it is important to not ignore 
this, how we might put this new idea/solution 
into practice.  No talk about the difficulties 
or concerns are permitted -- just talk about 
why and how to do this.  Also during this up-
lifting discussion, it is encouraged that a 
―likelihood‖ scale be used to weed out unlikely 
solutions. 
 
 Next, the green hat is worn.  Here partici-
pants can talk ONLY about actual implementa-
tion -- who needs to do what by when and how 
they will do it.  Creativity and practicality are 
both welcomed.  Ideas are constantly modi-
fied and refined.  Lateral thinking is valued as 
is enthusiastic participation. 
 
 Finally, the blue hat returns.  Here the 
facilitator reviews the work ahead, commit-
ments made, timelines, and more.  Participants 
are assured of their roles and responsibilities 
for the work ahead. 
 
Clarity is vital before the meeting ends. 
 
NOTE:  Depending on issue complexity and/or 
scale, plus the abilities of participants to truly 
work toward solutions/improvements, some of 
the above hats may appear more than once.  In 
some cases, this customary order may be ad-
justed.  That is, it might make sense for a par-
ticular meeting to have the black hat precede 
the red hat.  This is why a skilled facilitator is 
needed. 
 
 But, also recognize that once agency staff 
understand this model and become familiar 
with it, they will need a facilitator less.  When 
the Six Thinking Hats model becomes a habit, 
most people in any organization welcome the 
fact that meetings are much shorter, go off on 
few tangents, and develop great solutions. 
 
 Morale improves as more people are associ-
ated with more success.  And success breeds 
more success. 
 
 Thanks Al ! 
 
Sam McKeeman 
 
Maine Department of  
Administrative & Financial Services 
Bureau of Human Resources 
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P.S.  Sheryl is continuing on the distribution list — just with her personal email address. 
 
 
The Ins & Outs of CI-Ps 
 I am happy to say that you can remove me from your mailing list now.  Why 
happy?  Tomorrow [5/31] is my last day at work!  I am retiring!  I am getting excited 
now even though it is bittersweet. 
 
 I will always look back fondly on my days of Lean work and the people I worked 
with there.  We had some good times as well as great successes.  I still find myself 
thinking of Lean practices within my daily life. 
 
Good luck to you too. 
Sheryl J. Smith, MRC 
Vocational Rehabilitation Counselor 
 
Save the Date:  The Lean Collaborative  
invites you  to a special event: 
 
2013 Lean Systems Summit 
Where Government, Services, and Manufacturing Meet 
 
Summit:  Friday, August 9, 2013 
Pre-Summit Seminars:  Thursday, August 8, 2013 
Holiday Inn by the Bay, Portland, Maine 
 
Collaboration and Innovation in Achieving Operational Excellence 
through Continuous Improvement 
 
Join private and public business leaders for a day to discuss collaboration, innovation, and using Lean con-
tinuous improvement principles and methods to improve your individual, systems, and organizational effec-
tiveness.   
 
 The August 9th Summit includes speakers and 15 informational workshops across healthcare, ser-
vices, finance, government, education, manufacturing, and other sectors on how Lean leaders and 
practitioners are using Lean to change their culture and improve their way of doing business. 
 
 There will also be informative and challenging Pre-Summit Seminars on Thursday, August 8th. 
 
In addition, we hope you will join us Thursday evening at a networking gathering at DiMillo’s on the Water 
in Portland. 
 
For Information & To Register   
http://events.constantcontact.com/register/event?llr=c8g8lelab&oeidk=a07e7hm7p09523cede4  
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Variation is always present and some variation is predictable and some is not. 
 
 First of all, accept that there will always be variation, and that this will be either usual or unusual.  
When the variation is normal, expected, the process or system is said to be "in a state of statistical con-
trol" or “in control” and is generally stable.  However, an unusually deviation suggests that something out 
of the ordinary has happened -- the system is out of control or unstable.  And this has an assignable 
cause. 
  
 Using a control chart is one way to visually and quickly discriminate between these two types of varia-
tion so that appropriate action can be taken.  If you do not discriminate between ordinary and unusual 
events (common and special cause variation), you can make the mistake of assuming that a special cause 
is occurring when only normal variation is present, or that the process or system is operating normally 
when something special is going on. 
  
 Addressing and improving common causes is quite different than for special causes of variation, in-
volving different timelines, different strategies, and different tools.  As a result, it is critical to understand 
which cause is being addressed. 
  
 W. Edwards Deming called fixing processes/systems in reaction to common, expected causes 
“tampering” -- which, he said, can actually lead to increased variation.  To assure the best results and ef-
fective use of resources, it’s generally best to first eliminate special causes (and assure that they do not 
reoccur) in order to achieve a statistically stable process before acting to improve common causes. 
  
 A control chart is additionally useful in assessing and predicting the probable future performance of a 
stable process/system.  If only common cause is present, the process/system output will show a stable 
distribution over time. 
 
Common Cause 
 
 A Common Cause variation reflects a random source of quality fluctuation which is always present and 
inherent in the process/system itself.  Common cause variation is fluctuation caused by “unknown” fac-
tors, resulting in a continuous but random distribution around the data average.  It is a measure of how 
well the process/system can perform when special cause variation is removed.  The origins of these are 
not obvious and may be more difficult to identify than special cause variation. 
  
 Its origin can usually be traced to one or more elements of the process/system.  The less well-defined 
a process is, the more it is subject to random variation, resulting in a higher level of quality failures.  Gen-
erally, common causes significantly outweigh special causes as origins of quality failures by four to one.   
 
 Common cause variation is often said to be corrected only by management because it typically in-
volves making systemic changes (Manpower, Materials, Method, Measurements, Machine, Mother Na-
ture [Environment]). 
Variation: Common & Special Cause 
Common cause = chance causes = within statis-
tical control = stable & predictable = natural 
pattern of variability = variability inside the 
historical experience base* 
Special causes = assignable causes = not within 
statistical control = unstable & erratic = unnat-
ural pattern of variability = variability outside 
the historical experience base* 
  
* Adapted from 
http://www.barringer1.com/oct08prb.htm 
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Common Cause Action:  How can the process/system be improved? If you find that the common 
causes result in too much variation, then you may want to address and improve these.  However, because 
these are usually systemic in nature, you will be addressing changes to the process/system, sometimes 
significant, long-term, and even ongoing changes.  For instance, improving the time it takes to complete 
an service application might involve developing a more streamlined form; connecting information across 
disparate data bases, etc. 
  
 Keep in mind that you can determine what is and is not an acceptable range of variation.  You may 
wish to progressively tighten your standards and, as a result, what is or is not common cause.  Remind 
yourself of Deming’s tampering caution. 
   
 
Special Cause 
 
 Special cause variation is caused by identifiable, non-random  factors that result in unexpected change 
in the process/system output.  Special cause variation is intermittent and unpredictable and, as a result, 
the process/system is not stable over time.  Before correcting/improving the process/system in order to 
bring it into statistical control, the specials cause must first be accounted for specifically and (potentially) 
removed.  It is a measure of process control.       (cont’d on p.7) 
 
Control charts show variation in a process/system over 
time, show if a process is in a state of statistical con-
trol and reflect the degree of control, helping to dif-
ferentiate between common and special causes so that 
appropriate action can be taken.  A control Chart usually 
shows the mean, standard deviations, and upper and low-
er control limits over time.  The warning limit, if shown, 
is typically two standard deviations. 
 Variation: Common & Special Cause 
Common Cause  
Characteristic 
Synonyms Examples 
– Predictable in 
frequency. 
– Based on experi-
ence. 
– No significance in 
low or high val-
ues 
– Constantly, if 
irregularly, active 
– Stable, within 
statistical control 
– steady. 
– Random. 
– Non-assignable 
cause 
– Chance cause 
– Natural pattern 
– “Noise” 
– Inherent variation 
– Within-group varia-
tion 
– Normal, usual vari-
ation 
– Inappropriate procedures. 
– Poor design. 
– Poor maintenance of equipment. 
– Lack of clearly defined, documented standard operating proce-
dures. 
– Varying traffic flow, traffic lights. 
– Poor working conditions, e.g. lighting, noise, dirt, temperature, 
ventilation. 
– Inadequate information. 
– Measurement error. 
– Quality control error. 
– Inadequate training. 
– Normal wear and tear. 
– Variability in standards and their implementation. 
– Computer response time.  
Page 6 Volume 8  Issue 5 
 
 
 
 
 
 Printed & Other Matters 
 
Leadership
Plan-Do-
Check-Act
Cycle
Teamwork
Customer
Continuous Improvement
1. Identify 
Value
2. Map
Value
 Stream
3. Create
Flow
4.
 Establish
 Pull
5. Seek 
Perfection
THE  FIVE  LEAN  PRINCIPLES*
* adapted from LEI at lean.org
Problem
Solving
(Continuous
Improvement and
 Learning)
People and Partners
(Respect, Challenge, and Grow Them) 
Process/System
(Eliminate Waste)
Philosophy
(Long-Term Thinking)
   >  Continual organizational learning.
      >  Go see for yourself to thoroughly
           understand the situation.
         >  Make decisions slowly by  consensus,
             thoroughly considering all options
              – Implement rapidly.
   >  Grow leaders who live the philosophy.
      >  Respect, develop, and challenge
          your people and teams.
         > Respect, challenge, and help your
             partners, vendors, and suppliers.
   >  Create process “flow” to surface problems.
     >  Use pull systems to avoid overproduction.
       >  Level out the workload.
          >  Stop when there is a quality problem.
            > Standardize tasks for continuous improvement.
               >  Use visual controls so no problems are hidden.
       >  Use only reliable, thoroughly tested technology.
 >  Base management decisions on a long-term
      philosophy -- even at the expense of short-term
       financial goals.C
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The Systems Improvement Model
Model the Way    -   Inspire a Shared Vision   -   Challenge the Process   -   Enable Others to Act   -   Encourage the Heart
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Special Cause Action:  How can the process/system be improved?     When a special cause variation oc-
curs, it will be a specific, attributable event and usually easier to identify, tho not always.  Identifying the 
special cause may require determining what has changed, what is different.  You will want, of course, to 
take action immediately or as soon as possible to solve the problem and to also prevent it from reoccur-
ring in the future. 
  
 Note that these causes can be both negative and positive and that what you do in response will reflect 
this difference.  For example, instead of identifying what went wrong, you may be identifying what went 
right and in that instance how to improve the process/system so that you can continue to do it right. 
 BTC Lean Schedule 
Date Time Topic Location Contact 
June 21 8:15-4:30 Clinical Supervision-Measurement Maine DOT, Maine Conf. Rm. WEL/JK/JR/MD 
July 19 8:15-4:30 
Clinical Supervision-Presenting 
Data 
Maine DOT, Maine Conf. Rm WEL/JK/JR/MD 
Aug 16 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
Sept 20 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
Oct 18 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
Nov 15 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
Dec 20 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
Jan 17 8:15-4:30 Clinical Supervision 2 Anthony Avenue WEL/JK/JR/MD 
* To add or see more events or detail, go to the Bend the Curve Calendar in Outlook’s Public Folders.  
Characteristic Synonyms Special Cause Examples 
– Unpredictable in 
frequen-
cy/severity 
– Unanticipated / 
Surprise / Unusu-
al / Unexpected 
– Intermittent / 
Unstable 
– Emergent 
– Outside prior ex-
perience 
– Indicator of a 
change in system 
or knowledge of it 
– A specific factor. 
– Lies outside the 
process/system.? 
– Assignable cause 
– Alert/Signal 
– Unnatural pattern 
– Exceptional cause 
– Traffic accident, car breaks down. 
– Poor adjustment of equipment. 
– IT system goes down unexpectedly. 
– Worker has heart attack. 
– Equipment malfunction. 
– Personal computer crashes. 
– Poor batch of raw material. 
– Power surges. 
– Sudden high healthcare demand from elderly people. 
– Broken part. 
– Abnormal traffic on website. (hacker?) 
– Extremely long lab testing turnover time due to switching to a new 
computer system. 
– Worker has serious accident at home – is absent.  
 Variation: Special Cause       (cont’d from p.5) 
OCQI/BTC: 
 
Julita Klavins, M.S.W.  
        Phone: 207-624-7933 
        lita.klavins@maine.gov 
 
 
The primary purpose of the Bend the Curve Team is 
to provide support, consultation, assistance, and 
leadership in continuous improvement approaches 
and activities for State staff, work teams, and lead-
ers as they seek to continually improve their work 
culture, systems, processes, and environments – in 
order to meet the mission of Maine State govern-
ment and the expectations of Maine citizens. 
 
 
Office of Continuous Quality 
    Improvement 
Maine DHHS 
2 Anthony Avenue 
Augusta, Maine 04333-0011 
 
FAX: 207-287-9351 
TTY: 1-800-606-0215 
 
BTC  
Calendar 
 
  
We’re on the net ! 
http://www.maine.gov/dhhs/btc  
 
 CI-P News Page 8  
 
 
 
 
 
 
 
 
 
You can check the 
Bend the Curve 
Calendar in the 
State of Maine’s 
Outlook Public 
Folders for contin-
uous improvement 
meetings,  
Clinicals, trainings, 
and other events. 
 
Continuous Improvement Practitioners: 
BTC Intervention Facilitation Status 
 
DHHS  DOL  DAFS 
Kate D. Carnes C Joan A. Cook I-LL Dennis Corliss O 
Nancy Cronin C-O Merle A. Davis* L Sam McKeeman C-O 
Theresa Dube O Eric Dibner LCL    
Marcel Gagne LCL Timothy J. Griffin L    
Julita Klavins* L John L. Rioux* L    
Jerrold Melville LCL Sheryl J. Smith C-O    
Kristopher Michaud O    Sec.of State-BMV 
Ann O’Brien L    Scott Thompson O 
Terry Sandusky* L Univ. of Maine    
Bonnie Tracy C-O Kim Jenkins O DOT 
  Brynn Riley O Michael Burns  C-O 
  Ghassan Saleh O     
      OPEGA, Legislature 
     Matthew K. Kruk  I-O 
        
Community — Private Sector 
Rae-Ann Brann L James Fussell I-LCL Henry B. McIntyre C-LCL 
Arthur S. Davis C-L Kelly Grenier I-LL Douglas Patrick O 
Ericka Deering O Ted LaCrone O   Anne Rogerson C-LCL 
Nancy Desisto* C-L Walter E. Lowell* L  Clough Toppan C-LCL 
         
   Town of Durham, NH 
   David Kurz C-O Steve McCusker C-O 
   Michael Lynch C-O Todd Selig C-O 
 
* Certified-Bronze CI-P I - Inactive C – ―Champion for Lean‖ - not facilitating  
L - Lead  (LL-Learning) LCL – Learning Co-Lead O – Learning Observer  
